Proceedings of the Royal Society of Medicine 2 Comnment.-The intracranial calcification is probably produced by calcareous degeneration in subependymal sclerotic nodules. The nature of the bony changes in tuberose sclerosis is obscure. Gottlieb and Lavine (1935) suggested that the lesions might be neurotrophic. Hall (1940) described bony lesions of two types, due to neurofibromatosis and rheostosis. Evidently tuberose sclerosis may occur in association with a generalized tissue dvsplasia. Glossopharyngeal Neuralgia treated by Trans-Tonsillar Section of the Nerve.-C. P. WILSON, C.V.O., F.R.C.S., and D. MCALPINE, M.D., F.R.C.P. M. J., female aged 47. In June 1945 suddenly experienced a severe pain in the right ear when eating an apple. The pain lasted a few seconds. In August, during a meal, pain like "red hot needles'" was felt at the back of the tongue on the right side. In subsequent attacks the pain shot up from the back of the tongue to the right ear. The pain was brought on by swallowing solids, liquids or even saliva. The frequency of the attacks gradually increased and by April 1946 they were recurring several times a day and even at night causing loss of weight and sleep. 14.5.46: Admitted Neurological Ward, Middlesex Hospital. Healthy woman with no abnormality in her nervous system apart from the right glossopharyngeal nerve. The attacks of pain during eating were confirmed. A trigger zone existed on the tonsil and adjacent surface of the tongue. The attacks of pain lasted about fifteen to thirty seconds. Cocainization of the trigger zone before meals almost completely abolished the pain. 5.6.46: Right tonsil removed by dissection and glossopharyngeal nerve exposed deep to tonsillar fossa. The nerve was divided and 3 in. was removed.
The patient has been completely free from pain since the operation and has gained over a stone in weight. There is loss of taste over the posterior third of the tongue on the right side and hypesthesia over the distribution of the right ninth nerve.
Dr. D. McAlpine: This case shows characteristic features of glossopharyngeal neuralgia, the recognition of which we owe to Harris (1921) , namely paroxysmal pain referred to the back of the tongue and the tonsil area, radiating to the ear, and in addition the existence of a trigger zone. The radiation of the pain is explained by the existence of the nerve of Jacobson which runs from the petrous ganglion to the tympanic plexus and thus to the tympanic membrane, middle ear and mastoid cells. The glossopharyngeal nerve does not supply the external auditory canal or the pinna, and in order to explain the occurrence of pain in these areas it is necessary to postulate an overflow along the auricular branch of the vagus which also takes origin from the petrous ganglion, or by the auriculotemporal branch of the trigeminal nerve which connects with the otic ganglion and thus indirectly with the glossopharyngeal nerve through the small superficial petrosal nerve.
The diagnosis of glossopharyngeal neuralgia is straightforward provided the situation and radiation of the pain and its relationship to swallowing is remembered. The diagnosis can be substantiated by cocainization of the tonsil area and back of the tongue, a procedure which relieves the pain.
Up to the present time operative treatment in severe cases has been limited to either (1) an intracranial resection of the ninth nerve using the suboccipital route, or (2) avulsion of the nerve high in the neck. Both of these operations are not devoid of risk. No previous report of a trans-tonsillar section of the nerve can be traced. The operation is a simple one in the hands of an experienced ear, nose and throat surgeon. In the present case the patient has been entirely free from pain for five months and there seems no reason why the result should not be permanent. In cases in which a trigger zone exists in the ear and not in the throat, it is probable that an intracranial operation may be necessary, but from our experience with the present case it would appear that if a trigger zone exists in the tonsil area then trans-tonsillar section of the nerve should be carried out. Only if such a measure fails to cure the pain should the intracranial approach be considered.
Mr. C. P. Wilson said that from the purely operative point of view the surgical procedure is quite simple. The tonsil is removed and the muscular layer in the tonsillar bed consisting of mixed fibres of the superior constrictor of the pharynx and palato-pharyngeus is divided. The nerve is found quite easily just outside the muscle layer in the lower part of the fossa as it passes forward to supply the posterior third of the tongue. It can quite easily be divided in this situation and as much of the nerve trunk can be removed as is felt necessary. There should be no very great difficulty in removing the nerve up as far as the base of the skull.
The type of case that I have previously dealt with is that in which the glossopharyngeal neuralgia is associated with an elongated styloid process pressing into the tonsillar bed and in these cases it is sufficient to remove an inch or so of the styloid process and there is no need to do anything more to the nerve.
I agree with Dr. McAlpine that the type of case which appears to be suitable for this operation is one in which there is no evidence of any primary condition which is apparently causing the neuralgia and a trigger area should be present in the tonsillar region; if these two conditions apply the operation should prove a very successful one.
Dr. Wilfred Harris: Glossopharyngeal neuralgia is rare compared to trigeminal tic, perhaps in the ratio of 1: 500. A characteristic sign sometimes met with is a hawking cough in the effort to arrest the pain. Avulsion of the nerve after dissection behind the angle of the jaw has proved very satisfactory in many cases, though it may prove a difficult operation. It has the advantage that steady traction may bring away with it both the jugular and petrous ganglia. Mr. Wilson's method may prove easier to those accustomed to work inside the mouth.
Dr. C. Worster-Drought said that he thought the very satisfactory result of the operative treatment in this case depended on the situation of the "trigger zone". In other cases of glossopharyngeal neuralgia and without such a "trigger zone" the result might not be so successful. In the cases he had seen, complete avulsion of the nerve through an incision in the upper part of the neck had usually resulted in complete relief. The portion of the nerve removed, however, must include both the ganglia, viz. the jugular ganglion and the petrous ganglion. In one case in which the ninth nerve was divided between the two ganglia the pain was not relieved.
Mr. G. C. Knight: I would like to congratulate Mr. Wilson upon devising sucha an excellent and simple method of treatment of glossopharyngeal neuralgia. There can be no doubt that the operation formerly employed of deep dissection of the neck to secure a division of the glossopharyngeal nerve at the base of the skull could be a most difficult procedure in a thick-necked individual, for the glossopharyngeal nerve is extremely small in size, being no more than two to three strands of cotton in thickness, and to find so small a nerve at a great depth following retraction of the carotid and jugular vessels and to identify it running down upon the posterior border of the stylopharyngeus is sometimes a matter of difficulty.
The only advantage that could be claimed for the high operation was that it was possible to avulse the ganglion on the nerve from the base of the skull, and that degenerative changes in this ganglion would sometimes be demonstrated at section.
Mr. Dickson Wright thought that Mr. Wilson's operation was very ingenious and simplified the approach to the nerve. If avulsion of the nerve was done in the neck operation and the two ganglia of the nerve were secured in this way a gush of cerebrospinal fluid usually followed. This avulsion prevented any possible recurrence of the malady and was worth doing and the leakage of cerebrospinal fluid caused no anxiety because the wound was tightly sutured.
Compression Neuritis of Both Median Nerves in the Carpal Tunnel: Surgical
Decompression. Klippel-Feil Deformity of Neck. Sprengel Shoulder.-W. RUSSELL BRAIN, D.M., and A. DICKSON WRIGHT, M.S. E. W., married woman, aged 57. Two years' history of pain in front of right wrist spreading to thumb, index and middle fingers, like electricity, and associated with numbness in thumb, wasting of outer aspect of thenar eminence and weakness of thumb. Four weeks: Pain and paresthesix in left thumb, index and middle fingers. Left shoulder always higher than right. Occasional pain in neck on extension.
Severe wasting and weakness of abductor brevis and opponens pollicis of right hand, and slight of left. Weakness of extension of right thumb at metacarpophalangeal and interphalangeal joints. Slight impairment of appreciation of light touch and pin-prick over distal half of palmar surfaces of thumb, index and middle fingers and radial half of ring finger of both hands and corresponding dorsal surfaces of terminal phalanges: no loss of tactile discrimination or postural sense. Sensory loss greater on right hand than left.
Electrical reactions.-Faradic response lost in right abductor brevis and opponens pollicis, and sluggish in abductor longus and the extensors of the thumb on both sides. Neck very short; extension somewhat limited, some pain on lateral flexion. Prominence of lower cervical spinous processes. Left scapula higher than right. X-rays (Dr. James Bull).-Fusion of cervical vertebra except C3-C4 and C5-C6. Bilateral cervical ribs present. Left scapula is abnormally high and its vertebral border is angulated towards the spinal column in a "V" shape. At this point an
